ABSTRACT. Objective. To examine ethnic differences between white, black, and Hispanic (Englishspeaking and Spanish-speaking) parents in their desire to remain present during their children's painful medical procedures.
H istorically, parents have often not been allowed to stay in the room when their children were undergoing painful medical procedures. 1 Surveys of health care workers show that many still do not invite parents to remain present for more invasive procedures such as lumbar punctures. 2, 3 The effect of parental presence on children during medical procedures is unclear. Some studies have found that parental presence leads to calmer children, [4] [5] [6] others have found increased distress, 7, 8 and others still have shown no effect. 9, 10 The effect likely depends on individual parental responses, interactions, and coping skills.
Parents and children, when surveyed, express a clear preference for the parent to remain present. [11] [12] [13] Recent reviews and studies promote providing the option of parental presence even for very invasive procedures. [14] [15] [16] [17] Yet, some parents may not be emotionally capable of remaining present for certain procedures and should not be forced to stay. 17 Health care workers must be prepared to initiate discussions regarding parental presence for pediatric procedures. Because painful medical procedures are performed on children routinely in pediatric clinics, office practices, and emergency departments nationwide, these discussions will occur frequently. Parental factors such as the parent's own previous pain experiences, anxiety level, and level of education may influence an individual parent's preference.
Ethnicity and cultural beliefs are other factors that may contribute to parental preferences. Ethnicity and level of acculturation have been shown to contribute significantly to parenting beliefs and other healthrelated beliefs. [18] [19] [20] A study conducted in Massachusetts on the issue of parents' presence while their children undergo various painful medical procedures found that parents who wished to remain present with their children were more likely to have other children who had undergone procedures, were more educated, and were more likely to be black (versus white or Hispanic). 13 No study in the literature to date was specifically designed to examine ethnic differences in parents' desire to remain present.
The purpose of this study was to begin to fill this gap by comparing the preferences of parents from 4 ethnic groups (black, white, English-speaking Hispanic, and Spanish-speaking Hispanic) to remain present for 5 hypothetical pediatric procedures.
MATERIALS AND METHODS
We interviewed parents of 4 different ethnic groups (black, white, English-speaking Hispanic, and Spanish-speaking Hispanic) regarding their preferences for remaining present during 5 hypothetical painful medical procedures commonly performed in the pediatric emergency department: venipuncture, laceration repair with sutures, lumbar puncture, fracture reduction, and critical resuscitation.
Any ethnic differences in parent preferences to remain present are more likely to be a result of cultural factors and belief systems than to genetic racial differences. English-speaking Hispanic parents are assumed to be more assimilated into American culture than Spanish-speaking Hispanic parents, and cultural differences are likely. [18] [19] [20] For these reasons, Hispanic parents were divided into separate English-and Spanish-speaking groups. The other 2 ethnic groups, black and white, were assumed to not have as much variance in level of acculturation as Hispanic parents.
A convenience sample of parents was enrolled when investigators were present during weekday day shifts. Parents were considered to belong to 1 of the 4 ethnic groups under study according to self-identified ethnicity. If 2 parents were present, both were eligible for enrollment. The interviews were conducted separately, away from the other parent. Grandparents and other caretakers were eligible if they were the primary caretaker and legal guardian of the child. Investigators approached parents as they were waiting in the pediatric emergency department or pediatric clinic waiting rooms. The purpose of the study and the interview methods were explained, and informed consent was obtained. Spanish-speaking parents were enrolled by a fluent Spanish-speaking research nurse. Enrollment procedures were reviewed with the research nurse, and direct observation of the nurse's enrollment for the initial 10 parents enrolled was conducted by the investigator who enrolled the majority of the English-speaking parents (M.J.). This study was reviewed and approved by the Los Angeles Biomedical Research Institute at Harbour-UCLA Medical Center's Institutional Review Board.
Demographic data regarding the parent's age and gender, level of education, experience with previous procedures performed on this child and other children, and the child's age and gender were obtained. Level of education was categorized as less than high school, graduate of high school or trade school, some college, and college or higher degree. Parents were asked to self-rate on a 4-level Likert scale how anxious they typically feel before their child is about to undergo a painful medical procedure.
The investigator showed the parent a picture of the procedure and read a short, standardized description. If the parent still had questions about the procedure, they were answered. The parent was then surveyed about preference to stay or leave, the reasons behind this choice, and desire for the physician to determine if the parent could stay or not. This same methodology was used sequentially for all 5 hypothetical situations. The procedures were presented in 1 of 10 predetermined but varied orders, according to the last digit of the subject's study number. Critical resuscitation was never the first procedure presented. After parents answered the overall questions about critical resuscitation, they were presented with 3 additional, more specific scenarios (critical resuscitation with child awake, critical resuscitation with child unconscious, and critical resuscitation when the child was likely to die) and asked whether they would prefer to remain present. Parents were asked which of several closed-response categories they felt best represented the reasons they would want to stay or leave and how they would want to be involved if they stayed. Parents were allowed to choose Ͼ1 category.
Data were entered into a database using Excel 2000 (Microsoft Corporation, Seattle, WA) and imported for analysis by using SAS 8 (SAS Institute, Cary, NC). Categorical variables were compared between ethnic groups and other possible confounding predictors by using the 2 test, and continuous variables were compared by using the Kruskal-Wallis test. The proportions of parents who had been present for a given procedure previously, who wished to remain present for the hypothetical procedure presented, and who preferred to have a physician determine if they should remain present were compared by ethnic group by using the 2 test. The proportion of parents endorsing a given reason given for staying or leaving and a given level of parental involvement were compared by procedure by using the 2 test as well. A probability value of Ͻ.05 was considered statistically significant. No correction was made for multiple comparisons. Multivariate logisticregression analysis was undertaken to examine the effects of possible confounders. Goodness of fit was evaluated by using the Hosmer-Lemeshow statistic for all models. Confidence intervals (CIs) around proportions were calculated by using exact binomial distributions (Stata/SE 8.0, Stata Corp, College Station, TX).
The study was designed to have a power of 0.80 with an ␣ level of .05 to detect a difference in the percentage of parents wishing to remain present for a procedure from 90% to 50% with the 2 test (df ϭ 3). Achieving this power required a sample size of 72 patients in each group. Although this study was designed to detect a very large difference, smaller differences (eg, from 90% to 70%) would likely not warrant a change in the health care worker's approach to a given parent when discussing remaining present. Only large differences would potentially alter the way the dialogue between health care worker and parent is initiated and conducted.
RESULTS
Three hundred ten caretakers were enrolled. Data on 10 caretakers were discarded because: the person being surveyed was not the primary caretaker of the child; the caretaker was having trouble understanding the questions; or the caretaker could not complete the interview because he or she was called into the doctor's office. Seven caretakers declined to participate. There were only 5 pairs of caretakers who were mother-father dyads: 2 white, 2 English-speaking Hispanic, and 1 black. Less than 10% of the parents were recruited from pediatric clinics.
Demographic characteristics of the study population are shown in Table 1 . The significant differences in demographic characteristics between the ethnic groups were that English-speaking Hispanic parents were significantly younger, and black parents were relatively better educated, whereas Spanish-speaking Hispanic parents were relatively less well educated. There were no statistically significant differences in the percentage of parents from each ethnic group who had previously been present for a particular procedure performed on this or any other child (Table 2) .
Overall (Table 3 ). In general, as the perceived invasiveness increased (fracture reduction, lumbar puncture, and critical resuscitation), a lower percentage wished to remain (P Ͻ .001). However, when parents were presented with the situation of an awake child or their child's likely death during a critical resuscitation, the desire to stay increased compared with if the child was unconscious during the resuscitation (95% if awake and 93% if likely to die versus 89% if unconscious).
There were few ethnic differences. On univariate analysis, Spanish-speaking Hispanic parents were less likely to want to stay for laceration repair, and English-speaking Hispanic parents were less likely to want to remain present for critical resuscitation (Table 3) .
On univariate analysis, child gender, caregiver type (mother or father), caregiver age, and child age were not statistically significant predictors of whether the caregiver would want to remain present during the procedure. Parents who had previously stayed for a given procedure were more likely to wish to remain in the future for laceration repairs (116 of 125 [93%] who had previously stayed vs 149 of 175 [85%] who had not previously stayed; P ϭ .04) but not for the other procedures. A significant difference for level of caregiver education was found only for critical resuscitation, with those with higher degrees more likely to want to stay present (P ϭ .04). These findings were no longer statistically significant on multivariate analysis.
White parents were more likely to rate themselves as moderately to very anxious before any type of painful procedure performed on their child, although this difference was not statistically significant (Table 1) . Overall, parents who rated themselves as typically anxious were less likely to want to remain present for venipunctures only (P ϭ .02). This predictor remained significant for venipunctures on multivariate analysis.
Multivariate logistic-regression models were examined for each procedure to control for the effect of the following possible confounders: caregiver and child age, whether the parent had previously stayed for a procedure, and caregiver education level and anxiety (Table 4 ). The Hosmer-Lemeshow goodnessof-fit statistic did not approach significance for any of the models, demonstrating good fit of the models. The effect of ethnicity on desire to remain present for laceration repair was no longer statistically significant on multivariate analysis, but the effect of ethnicity on desire to remain present for critical resuscitation remained statistically significant. For the subset of Spanish-speaking Hispanic parents only, an exploratory multivariate logistic-regression model to examine predictors of their desire to remain present for laceration repair found whether they had stayed previously during a laceration repair to be the only significant predictor (odds ratio: 10.5; 95% CI: 1.6 -67.4). For the subset of English-speaking Hispanic parents and the outcome desire to remain present for critical resuscitation, multivariate modeling did not reveal a significant contributing predictor.
Significant ethnic differences were found when parents were asked if the physician should determine if the parent should stay (Table 5 ). In general, black parents were less likely to want the doctor to determine if they should stay, whereas Englishspeaking Hispanic parents were more likely to want the physician to decide, and white parents and Spanish-speaking Hispanic parents fell between the 2. These results varied by procedure, and the differences were statistically significant for venipuncture (P ϭ .04), fracture reduction (P ϭ .04), and critical resuscitation (P ϭ .004).
In general, there were few differences by ethnicity in the reasons cited for wishing to stay or leave and in what the parent would prefer to do during the procedure (Table 6 ). Spanish-speaking Hispanic parents were less likely to want to actively participate and coach their children during the procedure. Black and white parents were more concerned that their presence would make the physician nervous during lumbar punctures. Overall, parents indicated that they wanted to stay in the room because they wanted to know what the physician was doing and because they felt that their presence would help calm the child. Parents who would choose to leave generally stated that they themselves would be too nervous to stay. With the exception of critical resuscitations, the majority of parents preferred to actively participate or soothe their children rather than just observe the procedure.
DISCUSSION
In contrast to a previous study, our study found few ethnic differences in parents' desire to be present during their child's painful medical procedure. 13 The previous study, however, was not specifically designed to look at ethnic differences, and the findings could have been the result of confounding factors. One of the initial ethnic differences in our study was no longer significant on multivariate analysis controlling for confounders.
Our results suggest ethnic differences in the desire to have the physician decide whether the parent should stay, with black parents less likely to want the physician to decide and English-speaking Hispanic parents more likely to want the physician to decide. These findings support the possibility that even larger ethnic differences may exist between black parents and some Hispanic parents than between each of these ethnic groups and those who are white, the traditional reference ethnic group. This is significant because some practitioners may inappropriately generalize findings from 1 ethnic minority group to all ethnic minority groups. Similar to our findings, a previous survey of 400 parents showed that the majority of parents wished to remain present for their children's painful medical procedures but that parental desire to be present decreased as the level of procedural invasiveness increased. 11 In that study as well as in ours, a large percentage of parents preferred to be present even during highly invasive procedures (86.5% for lumbar puncture and 80.9% for endotracheal intubation). Our study showed a seemingly paradoxical increase in the percentage of caregivers reporting that they wished to stay present for critical resuscitations when questioned about the specific scenarios of the child being awake, unconscious, or likely to die. The caretakers' overall answer was probably an initial "gut reaction," whereas specific resuscitation scenarios required more in-depth examination of their responses.
Parental anxiety significantly impacted whether the parent would wish to remain present only for venipunctures. This finding may be related to needle phobia, a well-described phenomenon. Although some of the other procedure scenarios involved needles, venipuncture is likely to be more associated with needles, as well as previously experienced by caregivers themselves. White caregivers tended to rate themselves as more anxious than parents of other ethnic groups.
Parents generally wanted to actively participate during the procedure by soothing and calming their child. However, there is a clear subset of parents who do not wish to remain present, mainly because they themselves are too nervous. If these parents are forced to remain present by well-meaning health care workers, they may increase their children's anxiety.
The best approach to parental presence for pediatric procedures is an individualized one. Although the majority of parents wish to remain present, a significant minority do not. If a large ethnic difference in parental preference had been found, there would be possible justification for individualizing discussions with parents based on ethnic group identification. However, although English-speaking Hispanic parents were less likely to wish to remain present for a critical resuscitation, the differences in proportions were small (70% of English-speaking Hispanic parents vs. 84% of all other parents), and the majority still preferred to remain present. This study supports giving all parents the option to remain present but not pressuring them to stay.
Our study was limited by small sample size and the necessity for collecting a convenience sample from heterogeneous sites (clinic and emergency department). Also, there were differences between ethnic groups in parent age and education, which could have confounded our results. We attempted to control for these confounders by using multivariate analysis. However, multiple comparisons without adjustments increased the risk of incurring 1 or more type I errors. Differences seen in Spanish-speaking Hispanic parents could be attributed to the fact that a single research nurse interviewed these parents. This was a logistic necessity to use a fluent Spanishspeaking interviewer. We attempted to overcome possible sources of bias by having the lead investigator train this research nurse in interview techniques and directly observe her initial encounters. These findings represent a single geographic area and may not be applicable to similar ethnic groups of different areas. Finally, parents' answers to hypothetical situations may not match their actions in real situations.
CONCLUSIONS
The only ethnic difference in parents' desire to be present during their child's painful medical procedures we found was that English-speaking Hispanic parents were less likely to want to remain present for critical resuscitations. Black parents were less likely, and English-speaking Hispanic parents were more likely, to want physicians to make the decision regarding remaining present than white and Spanishspeaking Hispanic parents. Overall, the vast majority of parents would prefer to remain present and to participate or soothe their child even for highly invasive procedures. The decision to have the parent remain present must be based on each individual parent's preference; generalizations about ethnic and racial groups' preferences cannot be made. Additional study on other factors influencing parental desire to stay is needed.
